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Attachment 4.19-A
Page 18d

State Plan Under Title XIX of the Sacial Security Act
Medical Assistance Program
STATE: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital

(2) Based upon this subsection DSH payments as submitted by the State Agency are
to be paid monthly in an amount to be reviewed and approved by the Division of
Medical Assistance. The total of all payments may not exceed the limits on
Disproportionate Share Hospital funding as set forth for the state by HCFA.

(m) An additional disproportionate share hospital payment during the 12-
month period ending September 30, 2000 (subject to the availability of funds
and to the payment limits specified in this Paragraph) shalil be paid to hospitals
that qualify for disproportionate share hospital status under Subparagraph (a)
(1) through (5) of this state plan and provide inpatient or outpatient hospital
services to Medicaid Health Maintenance Organizations (“‘HMQ”) enrollees
during the year ending September 30, 2000. For purposes of this paragraph, a
Medicaid HMO enrollee is a Medicaid beneficiary who receives Medicaid
services through a Medicaid HMO; a Medicaid HMO is a Medicaid managed
care organization, as defined in Section 1903(m)(1)(A), that is licensed as an
HMO and provides or arranges for services for enrollees under a contract
pursuant to section 1903 (m)(2)(A)(i) through (xi). To qualify for a DSH
payment under this Paragraph, a hospital must also file with the Division on or
before September 18, 2000 by use of a form prescribed by the Division a
certification of its charges for inpatient and outpatient services provided to
Medicaid HMO enroliees during the fiscal year ending in 1999.

(1) The payment to qualified hospitals pursuant to this Paragraph for the 12-
month period ending September 30, 2000 shall be based on charges
certified to the Division by each hospital by use of a form prescribed by
the Division for inpatient and outpatient Medicaid HMO services for the
fiscal vear ending in 1999 converted by the Division to cost by multiplying
charges times the
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State Plan Under Title XIX of the Social Security Act
Medical Assistance Program
STATE: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital

cost-to-charge ratio established by the Division for each hospital for the
fiscal year ending in 1999. The payment shall then be determined by
multiplying the cost times a percentage determined annually by the
Division. The payment percentage established by the Division will be
calculated to ensure that the Medicaid HMO DSH payment authorized by
this Paragraph is equivalent as a percentage of reasonable cost to the
Medicaid Supplemental payment (calculated without regard to the
certified public expenditures portion of such payment)

authorized by Paragraph (e) of this State Plan.

(2) The payment limits of the Social Security Act, Title XIX, Section
1923(g)(1) applied to this payment require on a hospital-specific basis
that when this payment is added to other disproportionate share hospital
payments, the total disproportionate share hospital payments will not
exceed 100 percent of the total costs of providing inpatient and outpatient
services to Medicaid and uninsured patients for the fiscal year in which
such payments are made, less all payments received for services to
Medicaid and uninsured patients for that year. The total of all DSH
payments by the Division may not exceed the limits on Disproportionate
Share hospital funding as established for this State by HCFA in
accordance with the provisions of the Social Security Act, Title XIX,
Section 1923(f) for the fiscal year in which such payments are made.

(3) To ensure that estimated payments pursuant to this paragraph do not
exceed the upper limits to such payments described in the preceding
Subparagraph and established by applicable federal law and regulation,
such payments shall be cost settled within 12 months of receipt of the
completed cost repert covering the 12 menth period for which such
payments are made. No additional payments shall be made in
connection with the cost settlement.
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State Plan Under Title XIX of the Social Security Act
Medical Assistance Program
STATE: NORTH CAROLINA

Payments for Medical and Remedial Care and Services: Inpatient Hospital

(4) The payments authorized by this Paragraph shall be effective in
accordance with G.S. 108A-55(c).
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